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Editorial: Defining hysterical symptoms array of three designs and to select the one that was different in shape from the other two. Blocks of 60 trials were used and it would be expected that, with the position of the key stimulus being varied at random from trial to trial, a blind subject should get about a third of the trials correct by chance. In fact, the subject consistently got very significantly less than a third right, and this remained so even when other non-visual cues were given that might well enable a truly blind subject to predict the position of the correct stimulus on each trial. The only time that their subject scored at chance levels was after the rationale of the experiment had been made aware to him. Similar results using forced choice testing have been reported by others (e.g. Miller, 1968 Miller, & 1986 Pankrantz et al. 1975; Theodor & Mandelcorn, 1973) . Aplin & Kane (1985) also found that subjects asked to simulate hearing loss gave results on audiometric testing very similar to those reported for hysterical hearing loss.
In a rather different type of experiment Spanos et al. (1985) required subjects to play the role of the prime suspect in a murder enquiry. They were to consider themselves as having been arrested and subjected to interrogation under hypnosis. The experiment was based on the well-known American ' Hillside Strangler' case where a murderer during a psychiatric interview under hypnosis produced responses indicating that he was a multiple personality and later evidence suggested that he was almost certainly faking. When the questions under hypnosis were posed in a particular kind of way, stressing the examiner's wish to get at material not normally consciously accessible in the same way as that used by the psychiatrist in the ' Hillside Strangler' case, a majority of subjects coped with the situation in the same way as the 'Hillside Strangler' by developing a second personality just like hysterical patients with alleged multiple personalities.
Another prediction can be made in relation to multiple personalities. It is well established that learning one set of material (e.g. paired associates) may interfere with the learning and retention of another set of material, especially if the two sets are rather similar. If subjects with multiple personalities really had two separate personalities it might be expected that they would show less interference in this kind of experimental paradigm if the two sets of material were learned while having two separate personalities, than in the case of controls who learned the same material as their one and only personality. Such an experiment has been described by Silberman et al. (1985) who found no such differential effect in the main dependent variables under study. (It may be noted that the authors did in fact claim some minor qualitative differences in performance between the two groups, but this was only on a post hoc basis. Even so, these differences were not statistically significant and there is therefore real doubt that they would re-emerge if the experiment were to be repeated.)
These experimental findings may be considered of interest, in that they indicate that it is extremely difficult to find any way of discriminating between the behaviour of those with hysterical symptoms and the behaviour (actual or anticipated) of those who might be deliberately dissimulating. In the case of the Silberman et al. (1985) experiment, there is also no real difference shown in the behaviour of hysterical subjects as compared with normal controls in the way that might be expected if multiple personality was a true phenomenon. Nevertheless, these experiments cannot finally prove anything about the underlying conscious awareness of hysterical patients. Those with hysterical symptoms could still behave like those deliberately simulating in every possible way, yet the same behaviour could still represent a common endpoint resulting from two entirely different internal processes. While it is impossible to prove finally that any patient with a hysterical symptom is faking, it is equally impossible to prove that he is not, and the available evidence is consistent with the notion that hysterical symptoms might be nothing more than dissimulation. For those who wish to develop an empirically verifiable explanation of hysteria, basing the definition of the phenomenon itself on a criterion that cannot be reliably shown to be present or absent is, at best, highly unsatisfactory. The suggestion being made here is that this criterion be dropped, and that those concerned with hysteria choose to remain agnostic on this point.
One major objection to this conclusion is that there is then no real separation between hysteria and malingering. This could present difficulties in management. In the first place, it can be countered that, if the above arguments are correct, there may not be a clear distinction between hysteria and malingering anyway. Distinctions cannot be maintained merely because it would avoid awkward decisions if things worked out that way. Secondly, cases which may be hysterical and/or malingering can be managed using the same general principles. The crucial thing is to ask why the patient is behaving in this way, and then to base management on the answer to this question regardless of whether the symptoms are assumed to have been consciously produced, or not. In a few cases this might involve rejecting them, but for many the sensible response would be to look at what might be done to relieve or modify the precipitating factors.
A consequence of remaining agnostic with regard to the subjective reality of the symptom, is that it then opens the way to an emphasis on models of hysteria which do not have to be based on some form of unconscious mental mechanism, and which can lead much more directly to methods of management. One such general model is that viewing hysterical symptoms as a manifestation of a disturbance in illness behaviour, or an inappropriate adoption of the sick role (e.g. Pilowsky, 1969; Kendell, 1983) . Such models do have their problems in that, unless carefully formulated, they can be merely tautologous (e.g. describing a man with hysterical paraplegia who spends his days in a wheelchair as inappropriately adopting the sick-role, could be merely describing the phenomena in different terms). Nevertheless, interesting questions for research can be raised on the basis of this model (Miller, 1987) . For example, whether those with hysterical symptoms have had greater opportunity than others to experience the benefits of the sick role (either for themselves or by seeing the consequences of illness in others), or whether they tend to make different attributions in relation to minor physical symptoms? The answers to these questions could then lead on to therapeutic strategies. For example, cognitive therapies as used in depression (e.g. Williams, 1984) might be of value if hysterical subjects tend to make unusual attributions about minor symptoms.
The point here is not to argue that the sick-role/illness behaviour model of hysteria can necessarily be turned into an adequate explanation of the development or maintenance of hysterical symptoms, or even a reasonable approximation of such an explanation. The key issue is that any criteria for the existence of hysterical symptoms are most unsatisfactory if they assume anything about the patients' level of conscious awareness about the true nature of the symptom. Models of hysteria can be developed which do not rely on any such assumption. These can lead to potentially fruitful and testable hypotheses which may advance the understanding and management of hysterical symptoms.
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